Entry-level occupational therapy degree requirements have varied since the establishment of the profession. Currently multiple degree paths exist. There are cited benefits for a multiple degree path system; however, barriers also exist. Most notable among these are confusion among recipients of services and other health care providers. As other healthcare professional programs have transitioned to a single point of entry at the doctoral level, occupational therapy, until recently, had not yet made this change. A nationwide online survey was used to assess perceptions of the entry-level doctorate. Participants included current occupational therapy practitioners (clinicians or educators) and students in entry-level occupational therapy or occupational therapy assistant programs. Results indicated decreased awareness of the benefits of an entry-level doctorate and suggested that the majority of occupational therapy practitioners, educators, and students surveyed were in favor of an optional entry-level doctorate. Fewer respondents believed that the doctorate should be required for entry-level competence. Education among current occupational therapists and occupational therapy students regarding the benefits of a mandatory entry-level clinical doctorate would be beneficial as the profession moves towards this as the mandated degree. Future research should address to what extent experiential learning, carried out during a doctoral rotation, increases student preparation, as well as how these experiences influence clinical practice and scholarship.
INTRODUCTION
Dynamic changes in healthcare practice, reimbursement, and service delivery require healthcare professionals to demonstrate competence that aligns with contemporary society. Clinical skills rooted in knowledge and evidence must be combined with skills in research, management, advocacy, and others (Accreditation Council for Occupational Therapy Education [ACOTE], 2012) . The profession of occupational therapy recognizes these skills as foundational to present-day service delivery and in doing so have created an avenue to obtain advanced skills through doctoral preparation. A clinical doctorate in occupational therapy, hereafter referred to as the OTD, may provide opportunities for occupational therapists to be at the forefront of healthcare practice, policymaking, and research. Despite these benefits, barriers to the recent mandate for doctoral preparation remain an area of uncertainty within the profession, meriting research that explores perceptions of entry-level degree requirements.
The American Occupational Therapy Association (AOTA) Board of Directors stated that by 2025 the profession of occupational therapy should act to transition to a doctorallevel single point of entry (American Occupational Therapy Association [AOTA], 2014) . Only recently has ACOTE mandated that all programs must make plans to transition to an OTD by 2027 (ACOTE, 2017b) . Despite degree requirement being a frequent topic of conversation in the profession, the new mandate has added to the already present uncertainty regarding the direction occupational therapy education is moving (AOTA, 2014) . Not all within the profession agree with the new mandate, as evidenced by the discussion topics undertaken on listservs and online chat forums. It remains clear, however, that the profession needs prospective occupational therapists to become "future leaders, who are able to determine best practice through research evidence, become best educators who can maintain and heighten standards of educational excellence, and become best practitioners able to understand negotiating systems and contribute to policymaking" (Fisher & Crabtree, 2009, p. 659) .
LITERATURE REVIEW

History of Occupational Therapy Education
Requirements to obtain an entry-level occupational therapy degree have varied throughout the profession's history. Vast modifications in occupational therapy educational and degree requirements have occurred over the years (Brown, Crabtree, Mu, & Wells, 2015) . Accreditation has served to publicly highlight integrity and quality within the profession as a means of promoting confidence within educational communities and among recipients of occupational therapy services (ACOTE, 2017a) . Carried out through professional, non-governmental organizations, standards are established and modified periodically to meet the changing needs of the profession. Minimal qualifications for occupational therapy education are depicted through these required standards that serve to provide value to the public, the profession, students, and institutions of higher education. Accreditation in occupational therapy education "requires institutions and programs to examine their goals, activities, and achievements; to consider the expert criticism and suggestions of a visiting team; and to determine internal procedures for action on recommendations from the accrediting agency" (AOTA, n.d., para 5).
The first set of educational standards in 1918 required a ten-week program that focused on leisure and recreational activities (ACOTE, 2017a) . Within the same year, these standards were revised to better align with the medical model. Since that time, the profession has seen paradigm shifts ranging from moral treatment, the medical model, and occupation-based practice (Andersen & Reed, 2017) . With each shift, new standards have emerged, requiring a unique skillset to meet the demands of the time.
In 2006, Griffiths and Padilla reported, "occupational therapy education is in the midst of an evolution in regard to clinical education" (p. 548). Development of these changes initiated as far back as the mid 1960's when occupational therapy education established the baccalaureate degree as the official entry-level professional degree. At that time, AOTA maintained post-baccalaureate certificate programs, introduced education for occupational therapy assistants, and initiated entry-level master's degree programs (Colman, 1992) . Thus began the theme of multiple-entry routes to certification for occupational therapy. Supporters of the multiple-entry-route argued the system was well designed and were concerned about drastically changing the existing educational system. However, those opposed to multiple-entry-routes feared students would be less prepared for practice, and argued the need to continue development of the profession's values and body of knowledge through research (Colman, 1992) . Impetus for these changes included a drive for clinicians to be more involved in community-based practice, program development, and obtain a more expansive knowledge of concepts within the field (Barrett, 2000) .
Beginning in January of 2007, ACOTE began to offer accreditation to postbaccalaureate programs exclusively, ending the ability of new occupational therapists to gain licensure with a bachelor's degree (ACOTE, 2017a) . Today entry-level occupational therapists must obtain either a master's or doctoral degree in order to qualify for licensure (AOTA, 2014) . Increasing complexities of clinical diagnoses, opportunities for non-traditional service delivery, and concerns regarding maintaining equivalency with other healthcare professionals have once again prompted discussion related to entry-level degree requirements.
Today the profession celebrates 100 years in the field. More than ever, the demand to meet society's changing needs, to be competitive with other healthcare disciplines, and to advance the profession is evident. The original Centennial Vision stated that "occupational therapy is a powerful, widely recognized, science-driven, and evidencebased profession with a globally connected and diverse workforce meeting society's occupational needs" (AOTA, 2006, para.1) . Reaching this landmark, the profession now has an initiative focusing on making occupational therapists accessible, collaborative, and effective leaders aimed at guiding the profession's strategic priorities, maintaining continuity, and preparing the field to meet the obstacles of the evolving health care system (AOTA, 2016) . With this vision, occupational therapists utilize knowledge and leadership rooted in theory to competently meet the demands of complex settings, health care models, and clientele (Wells & Crabtree, 2012) .
Degree Requirements in Other Rehabilitation Professions
Other rehabilitation professional programs have previously transitioned to degree requirements mandating a doctoral degree. Physical therapy faced similar challenges as those cited currently in the occupational therapy literature regarding degree transition. As early as 1992, post-professional doctoral programs deemed 'transitional' began to offer doctoral degrees to current physical therapy practitioners. By 1999, all entry-level programs were required to be at the master's level, with rationale for this centering on the changing needs required for clinical practice and the accompanying complexities of varied clinical settings. As physical therapy moved towards a doctorate requirement, opponents cited lack of trained faculty, shortages of therapists, degree confusion, degree inflation, and uncertainty in healthcare reform as reasons against this transition (Plack & Wong, 2002) . Conversely, those in favor of this transition felt that it would increase public recognition of the profession and lead to autonomous practice, with the ultimate goal of increasing independent practice through decreased reliance on physician referrals (Brudvig & Colbeck, 2007) . Around this same time, the first Clinical Doctorate in Audiology (AuD) programs opened, emphasizing research and clinical experiences (Koehnke, Besing, Shea-Miller, & Martin, 2004) . Public perception regarding enhanced appreciation for the scientific basis and advanced education required by speech language pathologists similarly led to discussion regarding minimal degree requirements for this profession.
While not yet mandated, a doctorate in the field of speech language pathology would include similar foci to many OTD programs, such as advanced clinical practice, leadership, interdisciplinary work, and professional dissemination of information (Leslie, McNeil, Coyle, & Messick, 2011) .
Clinical Doctorate and Current Trends Formal adoption of the Accreditation Standards for Doctoral-Degree-Level Education
Program for the Occupational Therapist occurred in 2006. These standards became the first set of doctoral level stands in occupational therapy education, becoming effective in January of 2008 (ACOTE, 2017a). As with previous standards, the doctoral standards provided minimum requirements for educational programs, and were developed following open hearings, call for comments, and debates at national education meetings. This process aimed to be "open and collaborative to the various groups of stakeholders" (Dickerson & Trujillo, 2009, p. 48 ) through offering multiple avenues and venues to voice support or concern regarding the proposed standards. Currently ACOTE standards for OTD education only apply to entry-level OTD programs; however, draft standards for post-professional programs will provide additional structure to postprofessional education in the future.
The AOTA Board of Directors, in a statement published in 2014, laid out a vision for the profession to advance to a clinical doctorate level of preparation as a mandate for entrylevel by the year 2025 (AOTA, 2014). Rationale for this decision included a variety of reasons, such as degree confusion between the variety of masters and doctoral degree designations currently present in the field (AOTA, 2014; Brown et al., 2015) . Additionally, focus on professional autonomy to meet the needs of practice settings, interprofessional practice, and increased need for scholarship relevant to clinical practice were also highlighted (Brown, Mu, & Crabtree, 2006; Case-Smith, Page, Darragh, Rybski, & Cleary, 2014) .
Opponents to mandatory doctoral preparation have reported this transition will attract only a select group of potential students to the profession, limiting opportunities for increased diversity and hindering those with limited financial resources (Coppard & Dickerson, 2007; Fisher & Crabtree, 2009; Siler & Randolph, 2006) . These arguments leave many in favor of continuing dual entry-level degree requirements, allowing students to select the best degree to meet their unique needs. Despite this, others feel that mandatory doctoral preparation may lead to increased access to clients due to decreased need for referral for services (Siler & Randolph, 2006) . Despite dialogue and recommendations within the profession, public knowledge of what differentiates an OTD from a master's degree or the differences between an entry-level and post-professional OTD may not fully be understood. Clinical or professional doctorates, "emphasize sophisticated practice competencies rather than research and knowledge production" (Pierce & Peyton, 1999, p. 64) . Mentored clinical experiences focusing on leadership and advanced practice competency are highlighted, over research, with the ultimate goal of developing autonomous practitioners that may assist in decreasing barriers to primary care service provision (Montoya & Kimball, 2006) . The clinical doctorate emerged as a method of meeting challenges presented in diverse and emerging clinical environments that research preparation alone could not provide. As Pierce and Peyton (1999) pointed out, clinical doctorates specific to a profession may serve to meet the unique needs of the profession through providing relevant skills to advance the field of occupational therapy.
Limited studies have conclusively determined implications for future practice based on entry-level degree requirements. An AOTA survey of 152 accredited entry-level master's programs indicated 81% (106 programs) reported plans to transition to an entry-level doctorate within 5 to 10 years (AOTA, 2015) . Despite growing numbers of programs transitioning to accreditation at the doctoral level, a majority of occupational therapists historically have not been in favor of moving towards a required OTD for entry-level practice (Dickerson & Trujillo, 2009; Smith, 2007) . In spite of this, respondents did acknowledge that an OTD could increase career advancement and may lead to higher salaries, yet would likely not increase referrals for services or public recognition of the profession (Smith, 2007) . While these studies provide important insights into perceptions regarding mandatory degree requirements, updated literature published within the last five years, which may provide a stronger view of current opinions, is limited.
Benefits of an OTD were cited in a 2006 post-graduation survey of graduates of the first OTD program in the nation. These included desire for increased clinical hands-on, practical skills, especially skills relevant to physical rehabilitation as the primary benefits of a clinical doctorate (Mu, Coppard, & Padilla, 2006) . These graduates reported that clinical skills were the most important aspect of practice for new graduates, citing future management and teaching experience depended on initial clinical opportunities. Overall, graduates reported positive perceptions of their OTD preparation and many reported transitioning to management roles within a year of clinical practice. A clinical doctorate may be an ideal opportunity to provide students rigorous experiences, especially for those desiring a future career in a clinical environment, versus a research based environment (Hinojosa, 2016) .
For the profession to "remain relevant, current, dynamic, and competitive, it must evolve" (Brown et al., 2015, p. 248) . Emerging areas of practice have been identified for a number of years, and now a push for population, community-based, and occupationbased practice may require enriched educational and fieldwork preparation (Barrett, 2000) . Within these settings complexity of patient needs, increased emphasis and need for evidence based practice, and need for stronger interprofessional collaboration for effective management of care coordination is evident (Case-Smith et al., 2014) . These skills may be enhanced through completion of an OTD, an opportunity that many believe the profession must seize (Fisher & Crabtree, 2009) . This paper outlines a study determining the perceptions of occupational therapy students, clinicians, and educators concerning entry-level degree requirements.
METHODS
This study used a survey design with Likert scale items. The questionnaire provided an efficient means to collect a large sample of data from participants across the United States (Portney & Watkins, 2009 ). The researchers disseminated the survey in November 2016, prior to the ACOTE mandate to move all entry-level degree programs to the doctoral-level. The researchers obtained institutional review board approval prior to dissemination of the survey.
Participants
Potential participants for this study included occupational therapy clinicians and academicians (occupational therapists and occupational therapy assistants) and occupational therapy students. The researchers recruited participants through the American Occupational Therapy Association OT Connections public and private forums. In addition, email requests to disseminate the survey information to all faculty and staff were sent to occupational therapy and occupational therapy assistant programs in the United States. To reach current practitioners, the survey was sent to state professional organization leaders from each state, with the request to disseminate to their membership. Follow-up postings and emails were sent two weeks after the initial request and the survey was closed one week later. Inclusion criteria required participants to be a current occupational therapy practitioner (clinician or educator) or student in an entry-level occupational therapy or occupational therapy assistant program.
Instruments
Data were gathered using a survey (see Appendix) created by the study investigators to assess perceptions of the entry-level OTD. Academic professionals in multiple fields reviewed an initial draft of the survey prior to use in this study to assess whether it answered the research question. The researchers created the final survey in PsychData and a survey link was provided to all potential participants. The survey was available for three weeks in the fall of 2016.
The initial items in the survey asked all participants to identify their primary role in the field of occupational therapy and the current geographic region where they were studying or practicing occupational therapy. States were divided into four regions (Northeast, Midwest, South, West) within the United States (See Table 1 ). Practitioners reported their highest degree earned and years of occupational therapy practice experience. Items on the survey asked students to provide what degree they were pursuing and to select a category that reflected their current progress within their professional program: didactic, Level II fieldwork, or doctoral experiential component. Additional items were directed at occupational therapy students to identify why they chose the program in which they were currently enrolled. Following the demographic section participants responded to 22 items on a 5-point Likert scale ranging from strongly disagree (1) to strongly agree (5). 
Data analysis
Researchers analyzed data using the Statistical Package for Social Sciences (SPSS) version 23.0 for Windows. These analyses included descriptive statistics for the demographic data and Likert scale responses, and Chi-square analysis to determine the relationships between the degree the occupational therapy student participant was pursuing and the reasons indicated for choosing that degree path. Further analyses utilized an ANOVA to identify if differences existed in responses on two scales based on key demographic data of degree earned, region, role type, and years of experience. Finally, researchers used independent t-tests to analyze response selection by component of student education and degree pursued by the occupational therapy students.
RESULTS
A total of 419 completed surveys were returned. Of these, 31 did not have sufficient data to analyze or were clear duplicates, leaving a final N=388 for analyses. Due to low reporting of respondents in the occupational therapy assistant practitioner, educator and student categories, the role types were collapsed into clinician, educator, and student. The category of clinical doctorate education and research doctorate were also collapsed due to low response rate from practitioners with a research doctorate.
Analyses of the demographic data indicated a greater response rate from the Northeast (n=108) and Midwest (n=116) regions of the country. The greatest number of responses were from occupational therapy students (n=248) than any other role type category reported on the survey. Of the student responses, most students reported being in the didactic portion of their respective program (n=189) and most were master level occupational therapy students (n=157). Of the responses received from practitioners, the average years of practice was 22.22 ± 12.52. The greatest number of educator and clinician respondents held a bachelor's degree as the highest level of education (n=45). See Table 2 for complete demographic data. The researchers collapsed the Likert scale items into two separate scales. The first scale, the Student Preparation for Practice (SPP) scale, compromised the first 10 Likert items. The scale ranged from a strongly disagree score of 10 to a strongly agree score of 50, with a neutral score of 30. The second scale, the Impact on Occupational Therapy Practice (IOTP) scale, comprised the next eight survey items. This scale ranged from a strongly disagree score of 8 to a strongly agree score of 40, with a neutral score of 24. Exploratory analyses were conducted to ensure the items met all assumptions for parametric testing. Internal consistency reliability standard was met for both scales. Cronbach's alpha for the SPP scale was 0.94 and the alpha for the IOTP scale was 0.88. A Cronbach's alpha of greater than 0.70 indicates good internal consistency reliability.
Initial analyses identified the mean responses of all participants on the SPP and IOTP scales. The mean ranking for all participants on the SPP scale was 32.25 ± 9.53. This indicated a slightly above neutral response. The mean ranking for all participants on the IOTP scale was near neutral at 24.13 ± 7.01.
Further analyses were conducted using ANOVA with the Bonferroni for all post-hoc testing for grouping by region of the US, role type, practitioner degree earned and practitioner years of experience. Note the use of the term practitioner refers to all licensed occupational therapy practitioners, both educators and clinicians. Independent samples t-test was completed for grouping of participants by student component of education and degree pursued by occupational therapy students (master and doctorate).
The researchers found significant differences between practitioners with different degrees on the IOTP scale and by role type on both the SPP and IOTP scales. Tables 4 and 5 for complete analysis results. The final item on the survey asked participants if the entry-level doctoral degree should (1) not be offered, (2) be offered but not required, or (3) be the required entry-level degree. A strong majority of participants reported that the entry-level doctoral degree should be offered but not required (n = 276, 75%). Sixty-nine (18.8%) of the participants reported the entry-level OTD should be the required entry-level degree and 23 (6.3%) participants reported that it should not be offered.
DISCUSSION
The purpose of this study was to determine perceptions of entry-level degree requirements in occupational therapy. Overwhelmingly, respondents agreed that the profession should maintain dual entry into the profession. Only a small number of respondents felt the OTD should not be offered. In contrast, 68% of respondents in a 2009 study by Dickerson and Trujillo disagreed or strongly disagreed with the profession moving towards a single point of entry at the doctorate level. This variation among studies provided significant evidence to demonstrate a change in perception over the last eight years. Because only a small percentage of respondents in the current study felt the OTD should be mandatory, indicating that the rate of change in perception remains slower than other professional programs currently at the doctorate level.
Results across geographic region were relatively similar, indicating overall consensus across the nation and supporting findings from a 2007 study conducted by Smith. Despite degree confusion being a topic of discussion within the profession (AOTA, 2014; Brown et al., 2015 , Wells & Crabtree, 2012 , clinicians, educators, and students supported maintaining the current state of multiple degree offerings.
Degree type held among respondents played a factor in their perceptions of degree requirements, which has been observed in previous research (Brudvig & Colbeck, 2007; Dickerson & Trujillo, 2009 ). Clinicians and educators with associate's degrees, as compared to those with master's or doctoral degrees held different views regarding entry-level degree requirements. This highlighted the notion that respondents without a doctoral degree may be unfamiliar with the components and requirements of a clinical doctorate and thus unaware of how an advanced degree may influence not only individuals, but also the profession as a whole and to a larger extent society. Further, respondents holding a bachelor's degree may feel their own clinical experience produced higher qualifications than an advanced degree (Fisher & Crabtree, 2009; Siler & Randolph, 2006) . For this reason, including students in this survey provided responses from those currently in the field that may have answered solely based on their own experiences, along with students just entering the profession.
A variety of rationale for selection of an OTD over a master's degree was found among student respondents. Among these, students indicated interest in research, desire to teach, personal development, and advanced practice as key indicators for their degree selection. These skills align with previous research findings that explored motivation for expanded knowledge (Barrett, 2000) , enhanced research skills (Case- Smith et al., 2014) and ability to be more autonomous (Brudvig & Colbeck, 2007) . All groups of respondents overall agreed that students would be more prepared for practice as was the intent of one such doctoral program as reported by Case-Smith et al. (2014) ; however, the mean score (32.25 ± 9.53) in the student preparation for practice scale did trend more toward a neutral perception. As expected, cost attributed to students' decision not to pursue an OTD. This factor has been noted in the literature to be a cause of discouragement for some students, preventing them from pursuing a degree and potentially decreasing diversity within professions (Siler & Randolph, 2006) . Despite this, lack of diversity specifically within the profession of occupational therapy is a much more complex issue that transitioning to a doctoral mandate would likely not impact (Fisher & Crabtree, 2009 ).
Students currently enrolled in the didactic, versus fieldwork portion of their curriculum, more strongly agreed that an OTD would prepare them for practice with a wide variety of skills. This finding could be due to students in a didactic setting having been surrounded with information related to theory, leadership, research, and administration, while those on fieldwork may have been exposed to more in vivo situations in which these skills were not as frequently incorporated into daily intervention.
While discussion regarding benefits of the clinical doctorate is an ongoing and at times polarizing topic, professions that have previously transitioned to a doctoral degree, including physical therapy, have survived this change in degree requirements. Initial benefits to this transition within occupational therapy such as increased reimbursement for services, improved professional status, or third party reimbursement for primary care service delivery may not be widely observed initially (Siler & Randolph, 2006) , but other benefits may become more apparent. As more professional programs make this transition discussion involving multiple professions may be warranted to improve clarity of degree requirements and potentially propose uniform criteria (Siler & Randolph, 2006) , as currently exists with PhD programs. As professional clinical doctorate programs become more popular (Montoya & Kimball, 2006) with programs including physical therapy, audiology, and others already mandating doctoral degrees, occupational therapy must aim to remain competitive with such programs through professional education mandated at a similar level (Brown, Mu, & Crabtree, 2016) . In fact, not doing so may lead to loss of quality potential candidates deciding to enter other professional programs (Fisher & Crabtree, 2009 ).
Limitations
Despite a large number of respondents, there are limitations noted within this study. Survey design research holds inherent bias due to the nature of self-report of the participant's perceptions at the time of answering the survey items. Participants may not have responded truthfully or in response to what they felt met the purpose of this study (Portney & Watkins, 2009 ). There is a limitation of potential voluntary response bias. Individuals who held a strong opinion for or against the entry-level OTD may have been more likely to participate in the survey (Portney & Watkins, 2009) . Voluntary survey completion among students may have represented those with strong opinions on the topic, creating bias towards these views based on the degree they were currently pursuing. Furthermore, practitioner participants with an OTD were not asked to identify if their degree was obtained as entry-level or post professional. The timing of the degree attainment may have influenced the participant's bias toward or against the entry-level OTD. Differentiating among highest level of education as an entry-level OTD versus post-professional may have provided additional insights and results. The high number of respondents who held a bachelor's degree is noted. It is unclear if this degree level influenced perceptions of higher education among these respondents; however, those with a bachelor's degree may have had decreased knowledge of the differences in master's and doctoral occupational therapy degrees.
Dissemination of this survey occurred through state organizations, OT Connections, and occupational therapy/ occupational therapy assistant programs in the United States. Because of this, therapists who were not active in AOTA or their state organization may not have had access to the survey. This also limited the researchers' ability to determine the response rate. Further, a low response rate from students currently pursuing an occupational therapy assistant degree was observed. Due to this low response rate, authors were unable to adequately determine occupational therapy assistant student perceptions of the entry-level OTD. Overall, including students, educators, and clinicians was a strength of this study.
The predominately neutral rankings on the IOPT scale aligned with what was currently observed within professional dialogue surrounding this topic. Findings from this survey can be strengthened by follow-up research that explores practitioners, educators, or students with strong opinions, for or against, the OTD versus those that hold neutral views. This research may be best captured utilizing qualitative methodology to strengthen overall findings and provide thematic analysis of these polar views. Finally, while survey data provides insight into respondents' views and perceptions, limitations inherently exist with this design. Among these, personal experiences were likely a factor in how respondents rated certain items.
Implications for Occupational Therapy
With recent revisions in mandatory entry-level requirements for occupational therapists, discussion of degree requirements remains timely. In fact, Fisher and Crabtree (2009) stated that discussion regarding transition to a clinical doctorate is a "worthy question" (p. 656). As the role of occupational therapists continues to expand in both traditional and non-traditional settings, new skills may be required in order to meet the demands of contemporary practice. Ensuring current and future clinicians, researchers, and educators can meet these demands and that occupational therapy students are adequately prepared to enter the workforce is of vital importance. Results of this study highlight implications for occupational therapy education to explore how these varied roles may be positively influenced by practitioners with a clinical doctorate. While advanced education offered from an OTD may provide these skills, research must be conducted that assists in demonstrating how significantly an OTD versus a master's degree will influence the profession or better prepare future therapists. Case examples describing doctoral capstone projects is warranted in future occupational therapy literature. With increasingly more OTD programs emerging, additional research is necessary that explores clinical preparation and public perceptions of the OTD.
The results of this study indicate there are differences in views regarding entry-level degree requirements among groups based upon role type (clinician, educator, student) and current degree earned. In order for the profession to move forward with a single entry degree, dialogue is necessary to discern what skills patients can expect and what level of competency is required from occupational therapists. Future research should address implications of a single point of entry degree requirement in occupational therapy education, comparing occupational therapy to other health science professions that have previously mandated doctoral preparation. These professions each have faced similar challenges from various groups within their profession, yet have overcome barriers following this transition (Brudvig & Colbeck, 2007; Koehnke, Besing, SheaMiller, & Martin, 2004) .
Current and future students entering the profession must gain a broader understanding of how a doctoral degree will allow them to influence the future of the profession and to contribute to advanced clinical practice, advocacy, and education efforts. The purpose of the entry-level doctoral degree is to exceed current standards for the master's degree in "technology, program development, staff development, synthesis and practice of advanced knowledge, and demonstrated competency in clinical practice skills, research skills, administration, leadership, program and policy development, advocacy, education, or theory development" (AOTA Commission on Education, 2015, p. 3) . To meet these aims, future research should include occupational therapy students and should focus on the degree to which doctoral projects and experiential learning aim to advance the profession and how these activities advance clinical practice and scholarship. Further, occupational therapy education programs must adapt to meet the needs of modern learners entering the profession (Fisher & Crabtree, 2009) .
CONCLUSION
This study suggests that the majority of occupational therapy practitioners, educators, and students surveyed are in favor of an optional entry-level OTD. A fewer number of respondents believe that the OTD should be required for entry-level competence. Most of those that responded do not believe that an entry-level doctorate will be more effective than a master's degree in helping students develop clinical practice skills, but they believe that it will help students further develop research skills. Further education among current occupational therapists regarding the benefits of an entry-level OTD would be beneficial as the profession moves towards the OTD mandated degree. Many health care professions have already transitioned to a doctoral-level single point of entry. It is important that as occupational therapy makes this transition, students, clinicians, and educators remain well informed on what this transition means for not only the profession, but also what implications may exist for recipients of occupational therapy services and for the healthcare system in general.
